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1. Introduction {#sec0005}
===============

The new acute respiratory syndrome coronavirus type 2 (SARS-CoV-2) and the disease it causes, coronavirus disease 19 (COVID-19), were described in Wuhan, China, on December 2019 [@bib0005]. During the first months of 2020, the new SARS-CoV-2 spread worldwide and the World Health Organization (WHO) announced a pandemic on March 11, when there were 118 000 cases in 114 countries and 4291 deaths [@bib0010]. As of April 17, 2020, there were 2 078 605 confirmed cases in 213 countries and 139 515 deaths [@bib0015].

This new disease has changed urology practice in most countries around the world [@bib0020]. The definition of a health system crisis may vary according to local characteristics, including human, economic, and technological resources. Thus, we consider the term crisis to be used to refer to any situation in which there is still an imminent risk of exhausting the capacity of the health service in a given location or country in the short term. Strong national and even regional differences in hospital load due to COVID-19 exist at present and important fluctuations will probably occur in the next few months. Some countries have declared a national emergency, and several have closed their borders to contain the pandemic at the time of writing.

Some of the actions taken in urology departments include cancellation of face-to-face outpatient and nonurgent activity to maintain social distancing, screening of planned clinic appointments, consultations for patients with nonurgent conditions via telephone and rescheduling appointments for a few months later. Clinicians individually evaluated patients with known or suspected malignancies or other urgent conditions. Likewise, outpatient procedures were screened and stratified by urgency. Cystoscopy and prostatic biopsy were carried out only in known or suspected malignant nondeferrable cases. For benign conditions, the majority of procedures were deferred [@bib0025].

Surgical activity for scheduled patients was cancelled, and only urgent or nondeferrable oncological surgeries were carried out. This was because of a lack of personnel who may have been diverted to other department and/or lack of technical resources diverted to the management of COVID-19 patients. In some hospitals, even oncological surgeries were paralyzed for weeks owing to a lack of resources such as ventilators, anesthesiologists, and intensive care unit (ICU) capacity.

This situation will have an impact that cannot be assessed yet on the oncological prognosis of patients with malignant conditions. Patients with benign and disabling conditions (such as urinary fistula, pelvic pain, urinary incontinence, pelvic organ prolapse) will also suffer from delayed medical attention with consequent negative impacts on their physical and psychological health and ultimately their quality of life. In light of this new situation for urology, authors such as Ficarra et al [@bib0030] and Stensland et al [@bib0035] have suggested protocols and strategies for reorganizing urological surgical activities. Similarly, strategies for prioritizing urological activity have been published [@bib0040], [@bib0045]. Proietti et al [@bib0050] suggested recommendations for endourological management of stones in the COVID-19 era and Gillessen and Powles [@bib0055] proposed recommendations for systemic therapy in patients with urological cancers.

The likelihood is that the global effect of the COVID-19 pandemic will last for some time during which national health systems will have to treat COVID-19 and non-COVID-19 patients simultaneously. Therefore, functional urology units will have to reorganize their activity according to patient priority and the scope of the pandemic in each region. The European Association of Urology (EAU) Guidelines Office very recently released EAU guidelines adapted to the COVID-19 era, including guidelines on incontinence, male lower urinary tract symptoms, neurourology, and chronic pelvic pain [@bib0060]. The intention of this document is to deepen and expand the previously published information in these fields.

2. Evidence acquisition {#sec0010}
=======================

The document is based on the limited data available in the literature on SARS-Cov-2 and the experience of the authors in the management of COVID-19 in their institutions. Key opinion leaders in the field of female and functional urology (FFU) from several countries around the world, including those that have been hit the hardest by COVID-19, were asked to devise a strategy for reorganizing functional urological activity (diagnosis and treatment) that would be applicable to most of the world. Countries included Belgium, Brazil, Colombia, France, Iran, Italy, Portugal, Russia, Spain, the Netherlands, Turkey, the UK, and the USA.

A web-based PubMed search was performed using the keywords "SARS-CoV-2", "COVID19", "COVID Urology", "COVID19 surgery", and "urine analysis". A narrative review of the evidence found was carried out up to April 15, 2020. Only English language papers and web pages were reviewed.

A modified nominal group technique was used because of the extraordinary meeting and mobility restrictions during the COVID-19 pandemic. Four authors (HH, LLF, DC, SA) began with a discussion and development of the first proposal of recommendations during the COVID-19 pandemic. This proposal was sent to the rest of the co-authors to encourage contributions from everyone and facilitate quick agreement on the relative importance of issues, problems, or solutions. A revised version was produced and approved by all the authors on April 18, 2020.

3. Evidence synthesis {#sec0015}
=====================

3.1. COVID-19 and the genitourinary tract {#sec0020}
-----------------------------------------

When devising these recommendations, two factors were taken into account: first, some functional urology procedures are invasive, requiring the use of urinary and rectal catheters and aerosol-generating procedures; and second, any route other than respiratory drops/aerosol may transmit SARS-CoV-2.

Using real-time reverse transcriptase-polymerase chain reaction (RT-PCR), Chen et al [@bib0065] detected COVID-19 RNA in lung wash (14/15 samples; 93%), sputum (72/104; 72%), nasal swabs (5/8; 63%), lung biopsy (6/13; 46%), throat swabs (126/398; 32%), feces (44/153; 29%), and blood (3/307; 1%). SARS-CoV-2 has been detected in COVID-19 patients' stools, and the duration of viral shedding from feces after negative pharyngeal swabs is 7 d (range 6--10), regardless of COVID-19 severity [@bib0065]. Recent studies reported limited persistence of SARS-CoV-2 in the urine of both humans [@bib0070] and animals [@bib0075], although this has not been confirmed in other studies [@bib0065]. Feco-oral and urinary transmission routes have not been reported, although they may be theoretically possible.

So far, there is no report on the presence of SARS-CoV-2 in the female reproductive tract. Qiu et al [@bib0080] carried out the first attempt to detect SARS-CoV-2 in vaginal fluid in ten women with severe confirmed pneumonia. Findings from this small group of cases suggest that no SARS-CoV-2 exists in the vaginal fluid of COVID-19 patients, regardless of the severity of respiratory illness. This suggests that the likelihood of SARS-CoV-2 transmission during vaginal procedures might also be very low [@bib0080].

3.2. Outpatient clinics in functional urology {#sec0025}
---------------------------------------------

Functional studies are essential tools in the diagnosis of lower urinary tract dysfunction. These can be divided into invasive and noninvasive studies, bearing in mind the risk of SARS-CoV-2 infection to patients and health care workers. Invasive studies carry a higher risk of transmission of SARS-CoV-2 infection. Therefore, during the COVID-19 pandemic it is advisable to reduce invasive studies to only mandatory life-saving ones. There is another fundamental aspect to consider: patient attendance at a hospital increases the risk of contagion (considering the hospital as a COVID-19 high-prevalence area) and may not maintain the necessary social distancing required (\>1--2 m) [@bib0085]. The risk of nosocomial transmission must also not be forgotten in view of inpatient care [@bib0090].

The rapid spread of COVID-19, and the fact that health care facilities could be sources of contagion, has focused attention on new models of care that avoid face-to-face contact between the clinician and patient. Not all clinical situations are appropriate for video consultations. The value and ultimate contribution of telehealth in functional urology have yet to be completely assessed, but this approach may provide a method for follow-up for cases not requiring a physical examination or other testing methodologies. It is important to weigh the benefit to a patient who attends the hospital for a full examination against the risk of contracting COVID-19, especially for patients in high-risk groups such as immunocompromised and immunosuppressed individuals and those aged \>70 yr.

Telemedicine may also not be available to some patients or they may not able to use technological devices (eg, older and economically disadvantaged populations). A telephone consultation may be an initial step to help in these instances. In addition, the impacts of various degrees of cognitive dysfunction so common in the older functional urology population may degrade the value of virtual visits, especially in the absence of engaged and responsive family members. Furthermore, the psychological profile of the patient could also limit virtual appointments.

The International Urogynaecological Association has recently published recommendations for urogynecological conditions [@bib0095], suggesting virtual consultations and the use of questionnaires and bladder diaries before a virtual appointment, and delay of investigations or surgical management until services return to normal. Behavioral therapies, lifestyle changes, physical therapy, and medication could be considered if suitable.

For FFU patients, our recommendation (based on expert advice) is to convert all initial and follow-up consultations to telephone or video consultations. Patients who then need to be examined or wish to have a face-to-face consultation can be invited to attend the hospital at a later date, having weighed the pros and cons of visiting the hospital [@bib0100].

[Table 1](#tbl0005){ref-type="table"} shows general and specific considerations for noninvasive and invasive functional urological studies [@bib0105] and [Table 2](#tbl0010){ref-type="table"} presents specific recommendations for outpatient clinics.Table 1General and specific considerations for noninvasive and invasive functional urological studies.Table 1General considerations1.Follow local and national guidelines; some consider all patients as suspicious of COVID-19[a](#tblfn0005){ref-type="table-fn"}2.Document COVID-19 status of every patient: clinical record, physical examination and patient interview regarding COVID-related symptoms and exposures3.No screening for SARS-CoV-2 for asymptomatic patients is recommended unless undergoing surgery or considering hospitalization4.COVID-19 testing, according to local guidance, should be undertaken for symptomatic and at-risk patients before invasive tests or procedures5.Avoid invasive tests if not urgent or going to change management of a patient's condition6.Balance the benefit of performing a diagnostic/therapeutic procedure with the risk of COVID-19 infection, including obtaining signed informed consentNoninvasive tests[b](#tblfn0010){ref-type="table-fn"}Urine analysisUroflowmetryPad testRecommended protectionSARS-CoV-2 patient[c](#tblfn0015){ref-type="table-fn"}[Patient protection]{.ul}: Surgical facemask ± gloves\
[Health care professional protection]{.ul}: surgical facemask, apron and gloves ± eye protection (visors/goggles)[Do not perform]{.ul} in suspected or confirmed SARS-CoV-2 active infections or symptomatic patients\
[Patients with mild illness]{.ul}: safe to perform 14 d after symptom onset and if the patient is asymptomatic\
[Patients with moderate to severe illness]{.ul}: safe to perform 14 d after hospital discharge and if the patient is asymptomaticInvasive tests/proceduresPhysical examinationCystoscopyTransabdominal, translabial, transvaginal, transrectal ultrasoundElectromyographyCystourethrographyUrodynamics/video urodynamicsStent removalIntravesical instillation/injectionReplacement of indwelling bladder catheter/suprapubic tubePessary cleaning/exchangePercutaneous tibial nerve stimulation/transcutaneous electrical nerve stimulationNeural blockadeTeaching self-catheterizationUrethral dilatationPelvic floor rehabilitation techniquesRecommended protectionSARS-CoV-2 patient[c](#tblfn0015){ref-type="table-fn"}[Patient's protection]{.ul}: Surgical facemask ± gloves\
[Health care professional protection]{.ul}:‐Include only personnel essential for safe performance of the procedure to avoid exposure‐Full personal protective equipment, which includes shoe covers, impermeable gowns, surgical or N95 masks, protective head covering, gloves and eye protection‐Movement of personnel in and out of the room should be strictly limited‐Trainee participation should be limited[Do not perform]{.ul} in suspected or confirmed active SARS-CoV-2 infections or symptomatic patients\
[Patients with mild illness]{.ul}: safe to perform 21 d after symptom onset and if the patient is asymptomatic\
[Patient with moderate to severe illness]{.ul}: safe to perform 21 d after hospital discharge and if the patient is asymptomatic[^1][^2][^3]Table 2Outpatient management of different bladder and pelvic floor disorders during the COVID-19 crisis.[a](#tblfn0020){ref-type="table-fn"}Table 2ConditionCategoryPlanOutpatient clinics•Change from face-to-face to telephone or video consultation•If examination is needed or the patient requests face-to-face consultation, arrange hospital attendance at a later date for nonurgent casesStress urinary incontinence and prolapseRoutine•Conservative treatment including pelvic floor muscle training, weight loss, pads, pessaries•Delay examination and diagnostic tests until the end of the COVID crisis•Delay invasive treatment until the end of the COVID crisisOveractive bladder and urgency urinary IncontinenceRoutine•Conservative treatment including fluid manipulation, bladder training•Medications: antimuscarinics and/or β3-agonists•Delay examination and diagnostic tests until the end of the COVID crisis•Delay invasive treatment until the end of the COVID crisisRecurrent UTIsAssess risk of UTIs requiring hospitalization•Hygiene advice, fluid intake recommendations•Consider low-dose prophylactic antibiotics, vaginal estrogens (in postmenopausal women)•Consider D-mannose, oral vaccine, cranberry tablets/juice•Consider an ultrasound scan of the renal tract to check for stones and postvoid residual urine•Continue bladder instillations if self-administered or delay if nurse-administered until the end of the COVID crisisUrine retentionAcute•Emergency long-term urethral or suprapubic catheter•Delay functional tests and cystoscopy until the end of the COVID crisis•Use urgent ultrasound scanning as a primary diagnostic tool to look at the bladder and kidneysChronic•Emergency long-term urethral or suprapubic catheter if there are signs or symptoms of high pressure retention, UTIs, enuresis, deranged renal function tests•Use urgent ultrasound scanning as a primary diagnostic tool to look at the bladder and kidneys•Delay teaching of intermittent self-catheterization until the end of the COVID crisisBladder pain syndromeFlare episode•Delay further investigations until the end of the COVID crisis•Start oral medications such as amitryptiline, pentosan polysulfate, ibuprofen, antihistaminesChronic•Continue bladder instillations if self-administered•Delay bladder instillations if nurse-administered until the end of the COVID crisis; continue oral therapy in the meantimeVoiding LUTSRoutine•Consider oral medication for suspected BPO: α-blockers, 5α reductase inhibitors•Consider the need for a suprapubic or urethral catheter•Delay functional studies (eg, flow tests) until the end of the COVID crisis•Delay surgery for LUTS until the end of the COVID crisisUrethral diverticulum/ urethral problemsRoutine•Delay any diagnostic test or surgery until the end of the COVID crisisVesicovaginal fistulaRoutine•Delay any diagnostic test or surgery until the end of the COVID crisis[^4][^5]

3.3. Surgical (diagnostic and operative) activity in functional urology {#sec0030}
-----------------------------------------------------------------------

During the current time of widespread anxiety around the COVID-19 pandemic [@bib0110], a pragmatic functional urology guide based on underlying risk stratification and resource utilization can support our ethical duty to patients of assuring access to timely and appropriate surgical care. Importantly, the notion to "thoughtfully review all scheduled elective procedures" does not reflect a presumed assumption to cancel all elective surgical cases across the world [@bib0115].

In most of the treatment schemes proposed in the emerging literature on the COVID-19 pandemic, functional urological surgery is entirely delayed. However, in a prolonged and fluctuating pandemic scenario, there are cases that should be considered for management to avoid the physical and psychological damage that these problems can lead to [@bib0120]. The physiological condition of a vulnerable cohort of patients may rapidly worsen in the absence of appropriate surgical care, and the resulting decline in inpatient health makes them more vulnerable to a coronavirus infection [@bib0125].

The long-term implications of this reduction in functional urology clinical activity are currently unknown, as it is impossible to predict the duration of the crisis. The American College of Surgeons bulletin contained the following specific recommendations on March 13, 2020 [@bib0120]: "Each hospital, health system, and surgeon should thoughtfully review all scheduled elective procedures with a plan to minimize, postpone, or cancel electively scheduled operations, endoscopies, or other invasive procedures until we have passed the predicted inflection point in the exposure graph and can be confident that our health care infrastructure can support a potentially rapid and overwhelming uptick in critical patient care needs".

Functional urology surgery has grown in recent years, leading to significant improvements in the quality of life of patients and greater life expectancy, especially in patients with neurogenic bladders. At present, different pathologies can be resolved in a minimally invasive way that includes transurethral, transvaginal, percutaneous, or laparoscopic and/or robotic surgery, but in some cases open surgery is required.

No contraindication exists for open surgery, transvaginal surgery, or a transurethral approach. Special care must be taken with the laparoscopic and robotic approaches. A correlation between urine spillage and fecal-oral transmission during laparoscopic procedures has not been reported, although this is theoretically possible. For laparoscopic and robotic functional surgeries, we proposed that the European Association of Urology Robotic Urology Section (ERUS) measures should be adopted to safeguard the health of health care workers and their patients [@bib0130].

[Table 3](#tbl0015){ref-type="table"} shows the classification of surgical patients into groups according to priority during the COVID-19 crisis on the basis of recently published intercollegiate guidelines from the UK National Health Service, the Royal College of Surgeons of England and Edinburgh, and the Royal College of Physicians and Surgeons of Glasgow [@bib0040].Table 3Classification of surgical procedures according to priority level during the COVID-19 crisis [@bib0040].Table 3Time for surgeryPriority levelFunctional urology surgeries in this category24 h1a, emergencyNone72 h1b, urgentInfected prosthesis/implant4 wk[a](#tblfn0025){ref-type="table-fn"}2None3 mo[a](#tblfn0025){ref-type="table-fn"}3None\>3 mo[a](#tblfn0025){ref-type="table-fn"}4All the rest ([Table 4](#tbl0020){ref-type="table"})[^6]

It is acknowledged in these guidelines that delays in surgical treatment are forced by limited resources during the COVID-19 crisis and can lead to suboptimal results and worsening of certain conditions. In this context, when surgery is needed, outpatient procedures under local anesthesia should be favored whenever possible to spare the use of ventilators and the inherent risk of virus spread.

[Table 4](#tbl0020){ref-type="table"} suggests how FFU patients can be managed during the COVID-19 pandemic. [Table 5](#tbl0025){ref-type="table"} shows prioritization of FFU procedures on the basis of expert opinion considering resources available during the COVID-19 crisis. Category levels refer to the classification in [Table 3](#tbl0015){ref-type="table"}. [Table 6](#tbl0030){ref-type="table"} presents general recommendations for good surgical practice and by surgery approach in functional urology [@bib0135].Table 4Classification of female and functional urology surgical activity by indication and urgency during the COVID-19 pandemic.[a](#tblfn0030){ref-type="table-fn"}Table 4![](fx1_lrg.gif)[^7][^8]Table 5Prioritization of female and functional urology procedures during COVID-19 crisis.[a](#tblfn0035){ref-type="table-fn"}Table 5ConditionCategoryPlanProcedures•Delay until the end of the COVID crisis unless capacity availableStress incontinence surgery and prolapse surgery (autologous fascial sling, urethral bulking, colposuspension, artificial sphincter, colporrhaphy)Elective\
Level 4•Delay until the end of the COVID crisis•Manage patient as per outpatients ([Table 2](#tbl0010){ref-type="table"}) with conservative and medical therapyIntravesical Botox (new and repeat)Elective\
Level 4•Delay until the end of the COVID crisis•Do not commence new injections•Manage patient as per outpatients ([Table 2](#tbl0010){ref-type="table"}) with conservative and medical therapySNMElective\
Level 4•Delay until the end of the COVID crisis•Do not commence new implants•Manage patient as per outpatients ([Table 2](#tbl0010){ref-type="table"}) with conservative and medical therapy•Remove percutaneous nerve evaluation lead in outpatient clinic if one in situ•If SNM tined-lead is in situ, cut extension lead in clinic and either remove lead or insert battery at the end of the COVID crisisBladder instillationsElective\
Level 4•Continue if self-administered.•Delay until the end of the COVID crisis if administered in hospital for both induction and maintenance courses.•Recommence oral medications if symptoms not bearable.Change of indwelling catheterElective\
4-wk delay [@bib0140]•Only change if in situ for accepted period of time or encrustations/ blockagesBladder outlet obstruction surgery for prostate (TURP, Urolift, Rezum, HoLEP/laser)Elective\
Level 4•Delay until the end of the COVID crisis•Prioritize patients with indwelling cathetersMajor reconstruction for benign conditions (ileal conduit, benign cystectomy, augmentation cystoplasty, Mitrofanoff)Elective\
Level 4•Delay until the end of the COVID crisis except in some scenario such as high-risk neurogenic bladder with upper urinary tract deterioration or vesicoperineal fistula with chronic infection of pressure sore ulcerUrinary fistula (eg, vesico-vaginal and urethra-vaginal)Elective\
Level 4•Delay until the end of the COVID crisis except in case of recurrent infection.•Prioritize once normal activity is resumed.Vesicoureteric reflux surgery (bulking, reimplant)Elective\
Level 4•Delay until the end of the COVID crisis except in cases of recurrent sepsisMesh/sling removalElective\
Level 4•Delay until the end of the COVID crisis•Prioritize erosion into the urinary tract or untreated severe obstructionInfected implant (artificial urinary sphincter/ mesh/SNM)Level 1b\
Urgent•Treat with intravenous antibiotics, at home if possible•If severe infection/sepsis, remove urgently (\<2 wk)[^9][^10]Table 6General recommendations for good surgical practice in functional urology during the COVID-19 pandemic [@bib0130], [@bib0135].Table 6General considerations1.Follow local and national guidelines; some consider all patients as suspicious for COVID-192.Screen COVID-19 status of every patient according to local guidelines: clinical records, physical examination, and patient questionnaire regarding flu-related symptoms and exposures3.COVID-19 testing should be undertaken for any at-risk patient before surgery following local guidelines and availability4.Patients with unknown COVID-19 status may be considered "positive until proven otherwise"5.Balance the benefit of having a diagnostic/therapeutic procedure with the risk of COVID-19 infection, including obtaining signed informed consentPPE for operating room personnel1.Include only personnel essential for safe performance of the operation to avoid exposure and preserve PPE resources2.Full PPE (shoe covers, impermeable gowns, surgical or N95 masks, protective head covering, gloves and eye protection)3.Movement of personnel in and out of the operating room should be strictly limited4.Limit staff breaks mid-case when possible5.Trainee participation should be limitedTransurethral [@bib0145]Vaginal/laparotomyLaparoscopy or robot-assistedMinimizes smoke productionMinimizes smoke productionMinimizes smoke productionLimit evacuation of surgical smokeElectrosurgery with low power settingElectrosurgery with low power settingBipolar electrosurgical devices recommendedAvoidance of long desiccation timesAvoidance of long desiccation timesStandard droplet precautionsDissection using non-electrosurgical techniquesClosed smoke evacuation/filtration system with ULPA capabilityULPA smoke evacuators are recommendedUse laparoscopic suction to remove surgical smoke and deflate the abdominal cavityUse a suction device to remove any surgical smokeDo not vent pneumoperitoneum into the roomMinimize blood/fluid droplet spray or spreadLow intra-abdominal pressure (10--12 mm Hg) if feasibleAvoid rapid deflation or loss of pneumoperitoneumBe careful at times of instrument exchangeTissue extraction should be performed with minimal CO~2~ escapeMinimize blood/fluid droplet spray or spreadMinimize CO~2~ leakage from trocars[^11][^12]

3.4. Post-COVID-19 crisis planning {#sec0035}
----------------------------------

It is very likely that there will be a very large backlog of FFU patients waiting for procedures and consultations after the COVID-19 crisis. It is therefore important that plans are put in place to help ease the backlog, especially as all other specialties and subspecialties will face a similar problem. This may include extra working hours during evenings and weekends or operating at other sites. It is important to communicate this to patients and make them aware of such difficulties. Every hospital, city, and country will have different challenges in getting back on track, but the likelihood is that most will not be able to achieve this for at least 6--12 mo, as some health care services were overstretched even before the COVID-19 crisis.

Below are some recommendations to help manage activity in the post-COVID-19 era:1.Triage and prioritize all outpatient consultations, diagnostic procedures, and operations early.2.Devise a triaging system that can be followed by your team.3.Communicate with patients to let them know about the plans and reduce their anxiety.4.Liaise with hospital management to try and see if consultations, diagnostics, and treatments including surgery can be offered elsewhere, such as in another local hospital, by your team.5.Ask your team if they have any suggestions and communicate closely with each other so that all are aware of the plans.

4. Conclusions {#sec0040}
==============

The COVID-19 pandemic is having a significant impact on health care systems all over the world. Urology departments have entirely changed their daily practice to manage this new challenge. Functional urology and pelvic floor conditions have often been considered suitable for delay in challenging times. The long-term implications of this reduction in functional urology clinical activity are currently unknown, and many patients will suffer delays in treatment with consequent impairment of their physical and psychological health and quality of life. Efforts should be made to minimize the burden for this patient group without endangering patients and health care workers.
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[^1]: These recommendations may be adapted according to national or local guidelines.

[^2]: Noninvasive tests in the COVID-19 era should be considered as any diagnostic test that does not involve proximity to or physical contact with the patient.

[^3]: If facilities are available, including staff.

[^4]: BPO = benign prostatic obstruction; LUTS = lower urinary tract symptoms; UTI = urinary tract infection.

[^5]: The COVID crisis is defined as any situation in which there is still an imminent risk of exhausting the capacity of the health service in a given location or country in the short term. The end of the COVID crisis could be considered as a time of lower epidemic pressure on the health care system.

[^6]: Can be deferred in the context of the COVID-19 crisis.

[^7]: Black (emergent and urgent), Red (urgent), Yellow (intermediate) and Green (low).

[^8]: COVID crisis is defined as any situation in which there is still an imminent risk of exhausting the capacity of the health service in a given location or country in the short term. The end of the COVID crisis could be considered as a time of lower epidemic pressure on the health care system.

[^9]: HoLEP = holmium laser enucleation of the prostate; SNM = sacral neuromodulation; TURP = transurethral resection of the prostate.

[^10]: COVID crisis is defined as any situation in which there is still an imminent risk of exhausting the capacity of the health service in a given location or country in the short-term. The end of the COVID crisis could be considered as a time of lower epidemic pressure on the healthcare system.

[^11]: PPE = personal protective equipment; ULPA = ultra-low-particulate air filtration.

[^12]: As testing becomes more rapid and readily available, universal testing for COVID-19 may be recommended.
